region. Per vaginam there is a little blood-stained discharge. The uterus is fixed and approximated to the pubes. A very tender swelling extends across the posterior part of the pelvis. The temperature ranges from 990 F. to 102,40 F. The diaggnosis was made of chronic tubal inflammation, with the reservation of tubal gestation.
Laparotomy, April 1, 1910 (Dr. Lewers): Much dark, clotted blood imperfectly encapsuled is seen in the pelvic cavity. Both tubes appeared at first sight to be the seat of ectopic gestation. Projecting from the ostium of the left tube is a dark blood-clot, the size of a pigeon's egg, which was spontaneously detached on manipulating the tube. The left tube was removed, sparing the corresponding ovary. Its infundibulum was expanded and dilated. The index finger was easily introduced through the dilated ostium, whence the mole had been extended. The right appendages on closer examination now appeared to present signs rather of chronic inflammation, though bathed in serum and blood effused from the opposite tube. The ovary contained numerous cysts of inflammatory nature; accordingly right salpingo-oophorectomy was carried out. The ostium of the right tube is seen to be patent; on pressure a yellowish-brown fluid exudes through it, which is undoubtedly serum from the blood effusion occupying the pelvic cavitv.
Many points of clinical and histological interest arise in connexion with the two tubes shown. Microscopic investigation of many cases of tubal gestation lends no weight to the view that chronic inflammation of the tubes is at all a common causal factor; and, though in this case we had a clear clinical history and definite physical signs of a pelvic perimetritis due to an ascending infection, the power of regeneration of the tubal mucosa is well seen by the normal appearance of the epitheliuin in sections across the lumen of the two tubes. Both vesicular degeneration of a tubal mole and chorio-epithelioma primary in the tube have been described and recognized. Sections of the villi in this case, embedded in the wall of the right tube, have the typical structureless, bloated appearance of such pathological villi; and though there is no central cavitation in the villi, their structure, associated with Microphotograph of case of tubal mole (obj 1). An cedematous villus occupies the bulk of the field. No trace of vascularization of its connective tissue is seen.
To the right large masses of Langhans's cells are proliferating, and a few normal villi can be recognize'd the active proliferation of Langhans's layer, suggests that one is looking at a stage just short of vesicle formation. The proliferation of Langhans's layer is not, however, to be regarded as extreme in this situation, since in all abnorm-al sites of embedding of the ovum the epiblastic activity is always in excess of the normal when compared with the similar process taking place in the uterine decidua. This suggestion of cystic degeneration of the villi argues with some slight force against the expectant line -of treatment so commonly successfully adopted in the less severe cases of tubal gestation; since, had the symptoms and physical signs been less pronounced, the patient might easily have been left with a mole in the tube wall which seems to possess very suspicious features, and might possibly have given rise to a chorio-epithelioma of the tube. The difficulty of differential diagnosis between chronic tubal inflammatory disease and ectopic gestation is also illustrated by this case. True, the reservation of ectopic gestation was made in the diagnosis, but the history of perimetritis six years ago, the relative sterility of eleven years, the wide oscillation of temperature (990 F. to 102'4°F.), all favoured chronic inflammation of the tubes and, as usually is the case, there was, no cast or shred in the discharge to assist diagnosis. One may perhaps look forward in the near future to a serum diagnosis of pregnancy as the only means of definitely settling this difficult differential diagnosis.
The changes in the opposite right tube are also interesting. Sections. show a tube lumen which is absolutely normal, whatever may have been its condition six years ago. The main change is seen remote from the lumen, and is linmited to the sub-peritoneal area of the tube. There is an acute inflaiiimation here with free escape of blood into the subserosa. The change miiay very possibly be an expression of an early aseptic plastic peritonitis induced bv the contiguous pelvic effusion of blood in a tube that has been at a renmote date subject to catarrhal salpingitis.
Report of the Pathology Commnittee.-" We have seen the specimen and sections submitted by Dr. Maxwell under the title of 'Cystic Degeneration of a Tubal Mole,' and are of opinion that many of the villi show great enlargement, due to oedema of the cellular tissue. There is no actual cavitation of the villi, and we think the condition would be better described as 'molar tubal pregnancy showing extensive cedema of the connective tissue of the villi.'"
DISCUSSION.
Dr. LOCKYER agreed with Dr. Maxwell as to the extent of proliferation of the trophoblast seen in the section he exhibited of tubal pregnancy. Some of the chorionic villi were very much swollen by cedema, but the speaker was. not convinced that the changes seen justified the diagnosis of vesicular disease of the chorion. Isolated areas of Langhans's cells and syncytial derivates were to be observed, but such active proliferation of the trophoblast was not infrequently met with in tubal pregnancy, quite apart from any consideration of vesicular mole. Dr. Lockyer asked that the specimen be referred to the Pathology Committee. 2w37 Mr. ALBAN DORAN observed that repeated tubal pregnancy was known to be almost a common condition. He had reported a case in his own practice, in 1905, at a meeting of the Obstetrical Society. Since then he read notes of an operation at the end of the fifth month for extra-uterine gestation, with a living fcetus, before the Section, in December 1908. The pregnancy had developed in the left Fallopian tube. Last month (May, 1910) Dr. Eden operated on the same patient, removing a tubal sac from the right side of the uterus. The left ovary, Mr. Doran understood, was found to have undergone involution. These tubal pregnancies now so frequent, due, as Clarence Webster and others had shown, to decidual reaction extending from the endometrium to the tubal mucosa, possibly represented some general deterioration in the generative powers amongst civilized women.
Adenomyoma of the Fallopian Tube, with Tuberculous
Salpingitis.
By J. INGLIS PARSONS, M.D., and BRYDEN GLENDINING, M.B.
THE patient, aged 33, had been married seven years and was sterile. She complained of dysmenorrheea for many years. The pain was most marked on right side, just before and during menstruation, and prevented her from doing her work. In the intervals she had a general aching feeling in the pelvis. Menstruation was regular and not excessive. She suffered a good deal from constipation, and often had severe pain in the rectum during defsecation. The temperature was normal. On examination the uterus was found to be retroverted and held by adhesions, and tender to the touch. On the right side of the uterus a small, hard swelling could be distinctly made out.
Mr. Inglis Parsons opened the abdomen on April 12 by a median incision. The intestines and omentum were found adherent all over the anterior wall beneath the incision. After separation of these, both tubes and ovaries were found to be enlarged, and, together with the uterus and intestines, were matted together and held down by adhesions. On the right side a fibrous tumour, the size of a small hen's egg, occupied the Fallopian tube. All over the pelvis evidence of old tuberculous disease could be seen in the shape of small tubercles that had undergone either a fibrous regeneration or a caseous degeneration. Both appendages were removed, and all the adhesions separated. Two pints of saline fluid were poured into the abdomen. The, patient made a good
